Introduction {#Sec1}
============

Rheumatoid arthritis (RA) is a chronic, systemic immune-inflammatory disease that frequently results in joint pain and stiffness, structural joint damage, and functional disability \[[@CR1]\]. The estimated global prevalence of RA is 0.3--1.0% \[[@CR2]\], and the disease is associated with a substantial health and economic burden \[[@CR3]\]. RA symptoms are often inadequately controlled, adversely affecting patients' social functioning, ability to work, and overall well-being \[[@CR4]\]. The total annual cost of RA to society has been estimated as approximately €45 billion in Europe and €42 billion in the USA \[[@CR5]\]. The introduction of innovative biologic therapies such as tumor necrosis factor inhibitors (TNFis) for the treatment of RA represents a major medical advance, as these agents have been shown to be highly effective in improving clinical symptoms and physical function, and slowing radiographic progression in patients with moderate to severe disease \[[@CR6]\]. Although TNFis have considerably increased the likelihood of remission or low disease activity in patients with RA, the cost of these biologic agents can be prohibitive, leading to restricted use even as second-line therapy in some countries \[[@CR7]\].

Over the past decade, biosimilar versions of these agents have been developed and subsequently approved by regulatory agencies, including the European Medicines Agency (EMA) \[[@CR8]\] and US Food and Drug Administration (FDA) \[[@CR9]\], for the treatment of RA and other autoimmune diseases. Unlike generics, biosimilars are required to undergo extensive investigation to obtain regulatory approval. Based on global guidelines from the World Health Organization, which are reflected in standards adopted by regional/national authorities such as the EMA and FDA, biosimilar authorization requires data from stringent comparability exercises, including quality, non-clinical, and clinical studies \[[@CR10]\]. To demonstrate biosimilarity, differences between biosimilar and originator biologics cannot be greater than differences expected between different batches of the same originator biologic, and can have no impact on the clinical performance of the biosimilar. Biosimilar TNFis are expected to expand patient access to highly effective treatment because of their lower cost. Their introduction has improved patients' and clinicians' therapeutic choices, and has stimulated competition with originator biologics, which may result in cost savings for healthcare systems around the world \[[@CR11]\].

Because longer duration of disease activity in individuals with RA may increase the risk of joint damage and functional disability, early control of inflammation can be effective in limiting structural deterioration and functional impairment \[[@CR12]--[@CR15]\]. Increasing evidence suggests that early aggressive treatment of RA provides greater benefits than treatment started later in the disease course \[[@CR16]\]. These findings have resulted in a shift favoring earlier biologic use in patients with RA and high disease activity despite conventional synthetic disease-modifying antirheumatic drug (csDMARD) therapy. Although biologic therapies are often considered cost-effective in specific RA populations \[[@CR17]\], the impact of earlier initiation of such therapy on the cost burden of RA has not been well studied. In addition, despite the increased interest in regulatory approval for biosimilar versions of originator biologics indicated for the treatment of inflammatory conditions, including RA, little research is available on the cost-effectiveness of biosimilars. The objective of this current analysis was to estimate the cost-effectiveness of early treatment with originator biologic or biosimilar TNFis in patients with established RA who had an inadequate response to csDMARD monotherapy from a United Kingdom (UK) societal perspective.

Methods {#Sec2}
=======

Model Structure {#Sec3}
---------------

A Microsoft Excel^®^-based Markov model was developed to estimate lifetime treatment costs, direct medical and non-medical costs, indirect costs (i.e., work productivity loss), and utilities for cohorts of patients with established RA. Characteristics of patients in the starting population were derived from the RA-BEAM trial \[[@CR18]\], a 52-week randomized controlled trial comparing the efficacy and safety of methotrexate (MTX) monotherapy, an originator biologic TNFi, and a non-TNFi biologic in patients with moderately to severely active RA who had an inadequate response to MTX therapy administered for at least 12 weeks. Based on the trial, the starting population in the model was 69% female, with an average age of 53 years.

A simplified care paradigm was assumed for the model: patients received csDMARDs, originator biologic/biosimilar TNFis (combined with csDMARDs), and originator biologic non-TNFis in a stepwise fashion based on response status (cycle length, 3 months) (Fig. [1](#Fig1){ref-type="fig"}). Using disease activity score in 28 joints (DAS28) criteria, response status was defined as remission (DAS28 \< 2.6), low disease activity (DAS28 ≥ 2.6 to \< 3.2), and high disease activity (DAS28 ≥ 3.2).Fig. 1Treatment pathways followed in the current model

In the standard intervention group, patients were initiated on MTX monotherapy and those with an inadequate response (i.e., high disease activity) after 12 months were switched to the next treatment, MTX plus an originator biologic. In the early intervention group, patients were evaluated after 6 months of MTX monotherapy for addition of an originator biologic (early biologic intervention) or biosimilar (early biosimilar intervention). The response status of patients who remained on MTX monotherapy was assessed annually to determine whether an originator biologic or biosimilar TNFi should be added, based on high disease activity. After initiation of TNFi therapy, patients who continued to remain in high disease activity were switched to non-TNFi biologic therapy at a specified annual rate. Other patients receiving TNFis who responded to the treatment remained in the same disease activity state until death, unless they relapsed from remission to low disease activity. The model assumed that the only difference between originator biologic and biosimilar TNFis was the treatment cost; all other parameters (e.g., efficacy, discontinuation/switch rate, utilities) remained equal. The model used in this analysis was based on previously conducted studies and other economic models; no studies with human participants or animals were performed by any of the authors.

Transition Probabilities {#Sec4}
------------------------

Short- and long-term efficacy, relapse, and switching rates applied in the current model were obtained from published clinical trials and other health economic studies (Table [1](#Tab1){ref-type="table"}). Short-term response rates were estimated on the basis of those reported in the RA-BEAM trial \[[@CR18]\]. Patients in the MTX monotherapy treatment group switched to biologic therapy at month 6, and no efficacy data were evaluated thereafter for MTX monotherapy. We therefore assumed no additional benefits in achieving remission after 6 months for MTX monotherapy, but applied the same linear change from high to low disease activity.Table 1Model inputs for clinical efficacy, relapse, and switching by treatmentShort-term efficacyTime (months)Disease activity statePatients (%)MTXTNFiNon-TNFi3Remission41924Low disease activity1016206Remission63234Low disease activity1116189Remission63637Low disease activity11131712Remission63940Low disease activity11916RelapseTransitionTransition probability per cycleMTXTNFiNon-TNFiRemission to low disease activity0.130.70.7Long-term efficacyTransitionTransition probability per cycleMTXTNFiNon-TNFiLow to high disease activity0.0500High to high disease activity111Time of treatment initiation/switch (years)Patients (%)MTX → TNFiTNFi → non-TNFi110.914.6210.922.2310.911.5410.97.2510.93.5602.1701.08+01.0*MTX* methotrexate, *TNFi* tumor necrosis factor inhibitor

Patients who achieved remission during the initial 12 months of the treatment either maintained remission or relapsed into a low disease activity state over time. Based on relapse rates observed in the initial 3-month period after remission, relapse rates of 13% and 7% were applied for MTX monotherapy and biologic therapies, respectively, for each 3-month cycle in the current model. Patients who did not achieve remission after the initial year of treatment never achieved remission unless their treatment was changed.

Long-term efficacy considers the impact of treatment after the first 12 months until death. Long-term data reporting sustained efficacy of originator biologic and biosimilar treatments are limited. For this model, we applied assumptions similar to those developed for the Birmingham Rheumatoid Arthritis Model (BRAM) \[[@CR19]\], a lifetime model comparing several biologics to ongoing biologic/csDMARD therapy that failed to provide adequate disease control in patients with active RA. The Health Assessment Questionnaire (HAQ) was used to evaluate clinical effectiveness in BRAM based on two assumptions: first, patients who received biologic therapy maintained the same HAQ score over time unless they changed treatment (i.e., discontinued or switched); and second, patients who received csDMARD therapy had an annual reduction in HAQ score of 0.125. Similarly, for the current model, biologic- or biosimilar-treated patients remained in the same disease activity state over time and MTX-treated patients with low disease activity had a 5% probability of relapse to a high disease activity state.

### Treatment Switch {#Sec5}

The rate of patients' switching from MTX monotherapy to combination MTX--originator biologic or combination MTX--biosimilar TNFi therapy was based on the median duration of csDMARD (leflunomide) therapy from BRAM \[[@CR19]\] (Table [1](#Tab1){ref-type="table"}). After a median duration of 6 years, it was assumed that no patients receiving MTX monotherapy switched to combination MTX--originator biologic or biosimilar TNFi therapy. The switching rate from TNFi to non-TNFi therapy was obtained from the Belgian expanded-access program cohort, in which infliximab continuation rates were evaluated over a 7-year period \[[@CR20]\]. The switch rate at year 8 was applied for the remaining years, and patients receiving originator biologic non-TNFis were assumed to remain on the same therapy until death.

### Mortality {#Sec6}

At every cycle of the model, patients could die from natural causes. The model applied a hazard ratio of 1.29 for mortality to standard life tables for all patients, independent of disease activity state, to reflect the elevated risk of death in the RA population compared with the general population \[[@CR21]\].

Costs and Utilities {#Sec7}
-------------------

The costs for the model were categorized as treatment costs, direct medical costs, direct non-medical costs, and indirect costs, related to work productivity. All costs (except treatment costs) were obtained from the BRASS study, an investigation of associations between disease activity, disease duration, and patient costs based on survey data from 4200 patients with RA across 10 European countries (Table [2](#Tab2){ref-type="table"}) \[[@CR22]\]. Remission and mild disease activity in the BRASS study corresponded to remission and low disease activity in our model, whereas severe disease activity (BRASS study) corresponded to high disease activity. Costs for 6--10 years and \> 10 years of RA in the BRASS study were used for the first 10 years and \> 10 years, respectively, in the current model, and were adjusted to the 2017 UK £. All patients were assumed to be in the workforce until retirement age (i.e., men, 65.1 years; women, 63.6 years \[[@CR23]\]).Table 2Summary of annual costs for RA by disease severity, duration, and cost category \[[@CR22]\]Disease severityDisease duration (years)Annual cost (£)Direct medicalDirect non-medicalIndirectRemission/mild6--10163012911639\> 10205522244960Severe6--10467844373875\> 10713715236409*RA* rheumatoid arthritis

Total treatment costs were estimated on the basis of dosing for patients weighing 70 kg and were halved for patients in remission (Table [3](#Tab3){ref-type="table"}). The cost of originator biologic TNFis corresponded to the UK National Health Service (NHS) list price of infliximab, whereas the cost of biosimilar TNFis was derived from a single local contractual agreement \[[@CR24]\]. Originator biologic non-TNFi costs were calculated from the weighted average NHS list prices for rituximab (85%), abatacept (5%), and tocilizumab (10%) used in a UK biologic switching study \[[@CR23]\] (a 50% discount was assumed for the NHS list price of rituximab). Administration costs for the originator biologic TNFis, and the originator biologic non-TNFis abatacept and rituximab, were obtained from BRAM \[[@CR19]\]; these costs for tocilizumab (not included in BRAM) were assumed to be the same as for abatacept.Table 3Summary of treatment costs applied in the current modelCost/dosingTreatmentMTXTNFiOriginator biologic non-TNFiCost per unit (£)£0.117 per 15-mg tabletOriginator biologic: £419.67 per 100-mg vialBiosimilar: £210 per 100-mg vial£719.15 per quarterDosing6 tablets per week, every week3 vials per dose6 doses per yearRituximab: 4 vials per dose; 1 dose, every 8.7 monthsAbatacept: 750 mg, every 4 weeksTocilizumab: 8 mg per kg, every 4 weeksAdministration cost (£)---£212.75£153.27*MTX* methotrexate, *TNFi* tumor necrosis factor inhibitor

To obtain utilities, DAS28 was first converted to HAQ scores as previously performed for an analysis of the relationship between disease activity and physical function \[[@CR25]\]. The HAQ scores were subsequently transformed into utilities based on a simulation model developed to analyze the cost-effectiveness of new RA treatments in the UK (Table [4](#Tab4){ref-type="table"}) \[[@CR26]\].Table 4Utilities by disease activity stateDisease activity stateDAS28HAQUtilities (SD) per yearRemission\< 2.60.150.746 (0.140)Low\< 3.20.50.746 (0.140)High≥ 3.21.30.469 (0.268)*DAS28* disease activity score in 28 joints, *HAQ* Health Assessment Questionnaire, *SD* standard deviation

Analyses {#Sec8}
--------

### Base-Case Analyses {#Sec9}

Total costs (i.e., the sum of treatment, direct medical and non-medical, and indirect costs) and utilities were compared between two main treatment strategies: (1) addition of an originator biologic TNFi to MTX monotherapy at 12 months (i.e., standard intervention); and (2) addition of an originator biologic or biosimilar TNFi to MTX monotherapy at 6 months (i.e., early intervention). These strategies were further examined by calculating the incremental cost-effectiveness ratio \[ICER; £ per quality-adjusted life-year (QALY)\] from total costs and utilities at the end of a patient's lifetime. Costs and other economic parameters were analyzed with a discount of 3%.

### Sensitivity Analysis {#Sec10}

Probabilistic sensitivity analysis was performed to explore the effects of variability in key input parameters on cost-effectiveness outcomes as follows: (1) variance reported in the published literature were used when available; (2) other clinical trials or time of evaluation were referenced for efficacy; and (3) costs were increased or decreased by 10% from the current cost assuming gamma distribution.

Results {#Sec11}
=======

Base-Case Analyses {#Sec12}
------------------

Early addition of an originator biologic TNFi after 6 months of MTX monotherapy in patients with RA who had an inadequate response to MTX monotherapy increased treatment cost by £4701 per patient, but decreased lifetime direct and indirect costs by £3008 per patient. Overall early intervention approach thus resulted in a net increase of £1692 per patient compared to standard intervention with an originator biologic TNFi at 12 months (Table [5](#Tab5){ref-type="table"}). The model assumed that the efficacy of originator biologic and biosimilar TNFis was the same, while reflecting the lower cost of biosimilars. Therefore, addition of a biosimilar TNFi after 6 months of MTX monotherapy resulted in the same changes in lifetime direct and indirect costs plus utilities as the early biologic intervention, but less of an increase in treatment cost (£3078). Total costs were increased by £70 per patient when patients were switched from MTX monotherapy to combination therapy with a biosimilar TNFi at 6 months rather than combination therapy with an originator biologic TNFi at 12 months.Table 5Lifetime costs per patient for patients switching to combination MTX--originator biologic TNFi therapy at 12 months (standard) versus combination MTX--originator biologic TNFi or combination MTX--biosimilar TNFi therapy at 6 months (early)CostLifetime cost^a^ per patient (£)Switch from MTX monotherapy to combination MTX + originator TNFi therapySwitch from MTX monotherapy to combination MTX + originator/biosimilar TNFi therapyStandard intervention: originator biologic at 12 monthsEarly intervention: originator biologic at 6 monthsDifferenceStandard intervention: originator biologic at 12 monthsEarly intervention: biosimilar at 6 monthsDifferenceTreatment37,34042,041470124,02127,0993078Direct40,94238,571− 237140,94238,571− 2371Indirect14,85314,216− 63714,85314,216− 637**Total** ^b^**93,13594,827169279,81679,88670***MTX* methotrexate, *TNFi* tumor necrosis factor inhibitor^a^Including 3% discount^b^Totals may not sum to exactly 100% due to rounding of costs

Utilities increased by 0.10 QALYs in patients who received early treatment with either an originator biologic or a biosimilar TNFi, from 5.4 QALYs for standard intervention to 5.5 QALYs for early intervention. Initiating treatment with an originator biologic TNFi at 6 months compared with 12 months was shown to be cost-effective at a threshold of £30,000/QALY, with ICERs of £17,335/QALY and £713/QALY with an originator biologic and biosimilar, respectively.

Sensitivity Analyses {#Sec13}
--------------------

When the robustness of the base-case results was tested by conducting probabilistic sensitivity analyses, the probability that early intervention with an originator biologic TNFi was cost-effective at a threshold of £30,000/QALY was 82% with variance in model input parameters. Similarly, the probability that early intervention with a biosimilar TNFi was cost-effective was 83%.

Discussion {#Sec14}
==========

Despite the documented benefits of early control of inflammatory processes and the safety and efficacy of biologics such as TNFis, initiation of biologic treatment is frequently delayed, at least in part because of concerns about the cost of treatment. Our model was developed to understand the potential health-economic implications of early intervention with originator biologic or biosimilar TNFis in patients with RA who have an inadequate response to MTX. To our knowledge, this is the first model to compare the cost-effectiveness of standard versus early intervention with biologics.

On the basis of the findings from this model, early initiation of originator biologic or biosimilar TNFis in patients with RA who have an inadequate response to MTX is cost-effective compared with biologic initiation after unsuccessful treatment with MTX alone for 12 months. Earlier addition of an originator biologic/biosimilar TNFi to csDMARD therapy was associated with reduced direct (excluding treatment) and indirect costs and improved utilities. The cost savings partially offset the higher treatment costs incurred with early biologic TNFi initiation, preserving the cost-effectiveness of this approach. Moreover, reductions in direct and indirect costs were comparable to increases in treatment costs for biosimilars when these agents were initiated at 6 months, improving upon the cost-effectiveness profile of early biologic use.

The findings from this analysis help enhance our understanding of the potential economic impact of early treatment with originator biologics and biosimilars. However, several limitations should be considered when interpreting the results. Because published long-term efficacy data on biologics are limited, assumptions regarding long-term efficacy were made on the basis of previously published models. Treatment switching and discontinuation were options available only to patients with high disease activity levels, which may not reflect real-world clinical decision-making or practice patterns. In addition, a simplified care paradigm was implemented for the model (i.e., the same treatment sequence was assumed for all patients). This paradigm does not reflect real-world treatment pathways in RA, which are complex, dependent on multiple factors, and highly individualized. The efficacy input for the model was based on efficacy data from a clinical trial, which may not reflect real-world outcomes. Finally, the biosimilar landscape is rapidly evolving. Costs of biosimilars and originator products will likely continue to change before stabilizing in the different countries where they are available. These cost fluctuations should be kept in mind when considering the findings from the current analysis, which is based on the most recent drug costs.

Conclusion {#Sec15}
==========

Our findings warrant additional research that further explores the cost-effectiveness of earlier introduction of originator biologic/biosimilar therapy in RA. In future models, alternative treatment strategies may also be examined, including a treat-to-target approach that entails modifying treatment based on achievement of objective, such as clinically meaningful target responses rather than clinical symptoms. Nevertheless, this analysis represents an important first step and suggests the cost-effectiveness of early biologic/biosimilar intervention with very low ICERs.
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